and/or normal access to his/her body by the use of any method, attached or adjacent to a person's body that he/she cannot control or remove easily (Bleijlevens et al., 2016) ." Restraining devices include wrist restraints, abdominal and pelvic straps, vests or bed rails to name a few. The conceptual model for restraint in Australia does not include or consider that locked doorway exits as a form of physical restraint.
In Australia, "nursing homes," often referred to as care homes in the UK or long-term care in North America, provide permanent and respite residential care to people who can no longer be supported living in the community (Sanford et al., 2015) . Residents are predominantly female, aged over 80 years, and 60% have a diagnosis of dementia (Australian Institute of Health & Welfare, 2011) . Although there is a growing support to reduce and eliminate physical restraint use, there is wide variation governing the use of restraint in Australian nursing homes. Another challenge is the lack of any publicly accessible data on the rates of use of restraint in persons with dementia. International efforts to reduce restraint use vary and can be considered as a continuum, with countries in different stages moving from accepting to, mitigating and finally to eliminating use of restraint. This is reflected in part by the maturity of national policies and regulation; the nature of clinical practice; and mechanisms to evaluate and reinforce a restraint-free approach. For example in Germany, legislation clearly requires that residents have free body movement yet the prevalence of physical restraint use in German nursing homes is as high as 58% (Meyer, Kopke, Haastert, & Mühlhauser, 2009) . A reason for this may be nursing staffs' lack of knowledge about the alternatives to using physical restraints (Ralph & Gabriele, 2014) .
A systematic review identified five studies investigating interventions to reduce physical restraint use in nursing homes (Möhler, Richter, Köpke, & Meyer, 2012) . In all the studies, the intervention comprised an educational programme aimed at changing nurses' attitudes towards restraint, as well as providing information about use of restraint and alternative options. A recent Cochrane review evaluating these educational interventions found insufficient evidence to support their effectiveness in reducing the use of physical restraints (Möhler, Richter, Köpke, & Meyer, 2012) . More recent evidence of successful reduction efforts in use of restraints is evident from several countries which utilised a multicomponent approach, including governmental mandates (exemplified by the USA) and administrative support through institutional policy and the provisions of alternatives (Köpke, Mühlhauser, & Gerlach, 2012) .
Another source of information about potential interventions is from medico-legal death investigations conducted by Coroners or medical examiners. Surprisingly, given the growing role of Coroners to recommend strategies to improve public health and safety (Kennedy, Ibrahim, Bugeja, & Ranson, 2014) , there are few Coroners' recommendations in the reported cases of physical restraint-related deaths among nursing home residents (Office of the Chief Coroner for Ontario, 2013). In the absence of consistent empirical research evidence and a lack of incident investigations by experts about efficacious interventions to reduce restraint use, consensus recommendations are useful (Black et al., 1999; World Health Organization, 2003) . Consensus recommendations add new value to the physical restraint research by making the content more applicable and relevant to different stakeholders.
| Aim
This research developed recommendations intended to reduce and prevent the use of physical restraints among nursing home residents What does this research add to existing knowledge in gerontology?
• Fifteen recommendations to prevent physical restraint use were developed to introduce initiatives at the national policy, as well as, carer-resident level in the nursing home.
• Recommendations to prevent physical restraint use in nursing homes were ranked by experts in geriatric medicine, nursing and health care according to perceived importance, feasibility and impact.
• Consensus recommendations add new value to the physical restraint research by making the content more applicable and relevant to different stakeholders.
What are the implications of this new knowledge for nursing care with older people?
• Implementation of recommendations to prevent the use of physical restraint may assist nursing home staff, providers and policy makers to deliver improved care that is more aligned with contemporary views of human rights.
• Leadership from nursing professionals in research, policy and practice is essential if the multi-pronged approaches to reducing harm from use of physical restraint are to be successful.
How could the findings be used to influence policy or practice or research or education?
• New recommendations about preventing the use of physical restraint are valuable because they could be translated into policy and care standards that are monitored and enforced.
• Education programmes targeting nursing staff attitudes and knowledge about physical restraint use, and alternatives to use, can be developed to reduce the moral conflict of staff regarding physical restraint use.
• Further research should focus on testing the efficacy of the proposed interventions in preventing physical restraint use in nursing home residents. and ranked the recommendations according to perceived importance, feasibility and impact.
| ME THOD

| Study design
This study used grounded theory methods, comprising two expert consultation forums using a modified nominal group technique (Gallagher, Hares, Spencer, Bradshaw, & Webb, 1993 ) and a follow-up survey using a modified Dillman protocol (Dillman, 1978) (Figure 1 ). The study was conducted and reported in accordance with the consolidated criteria for reporting qualitative studies (COREQ) (Supporting information   Table S1 ) (Tong, Sainsbury, & Craig, 2007) . 
| Ethics
| Participant selection
Participants were purposively sampled from metropolitan and regional Victoria and Queensland, Australia, and identified through the research team's existing network of contacts in aged care, policy, research and clinical practice. Participants were approached via email and did not receive payment for their attendance. Details of sample size and those who did not agree to participate can be found in Figure 1. 
| Setting
Each forum was held in central Melbourne, over a two-hour period with refreshment breaks. Forum #1 was held in June 2016, followed by Forum #2 in August 2016. The forums comprised exclusively of participants and the research team.
| Researcher, facilitator and reflexivity
The primary researcher (EB) and an experienced external facilitator led the forums. Both researcher and facilitator were female; tertiary educated and involved in health care, working as a medical student and occupational therapist, respectively. Prior to the forums, participants received an email outlining that the researcher was completing this study for her MBBS Honours project, but no formal relationships Post-meeting:
-The most favoured ideas were reviewed and 11 draft recommendations were developed by the researcher and organised systemaƟcally using Leavell and Clark's (Leavell & Clark, 1953 ) levels of prevenƟon framework.
Round 1 Participant selection:
-Twenty-three potenƟal parƟcipants invited to parƟcipate via email -Eleven agreed to parƟcipate (2 male, 9 female) (response rate 47.8%) -The 11 draŌ recommendaƟons were emailed to meeƟng 2 parƟcipants (SupporƟng InformaƟon  Table S2) Forum:
-Researcher re-introduced topic and presented major themes from meeƟng 1 -ParƟcipants split into groups and recommendaƟons were divided amongst groups to review and refine -Group discussion of refinements and opportunity to make further addiƟons Post-meeting:
-Posters collated by researcher and there were 15 recommendations finalized Round 2
Participant selection:
-The fiŌeen parƟcipants who aƩended the forums were invited to parƟcipate in the survey via email -ParƟcipants were given one month to complete the survey. A reminder email was sent to all parƟcipants aŌer two weeks. -Nine parƟcipants completed the survey in full; one parƟcipant completed part of the survey (response rate 66.67%).
Survey development
-Post meeƟng 2, a survey was developed using SurveyMonkey and pilot tested by four researchers. ParƟcipants were sent the survey one month following meeƟng 2.
Survey Questions were established between researcher and participants prior to study commencement.
| Data collection and analysis
Data were collected and analysed throughout three rounds: (a) a structured exploratory forum of themes and ideas within six domains ( Figure 1) ; (b) structured validation forum of draft recommendations (Table S2) ; and (c) follow-up electronic survey to prioritise the recommendation. This process is detailed in Figure 1 and Table 2 .
Both forums were recorded on an audio device, and two researchers (EB, BK) recorded field notes throughout the forums. Data saturation was achieved over the two rounds. Participants were able to provide feedback on the recommendations from Forum #1 in Forum and dividing the total by number of respondents for each question. A weighted total was calculated to determine the rank order (1st most important = 3 points; 2nd most important = 2 points; 3rd most important = 1 point).
| RE SULTS
| Participant characteristics
Fifteen participants (10 female) took part in the expert and stakeholder consultation forums. The first forum comprised seven experts in the fields of aged care, geriatric psychiatry and risk management.
The second forum comprised three experts from the first forum in conjunction with eight representatives from key stakeholder organisations in the aged care sector. Both forums included four members of the research team and an experienced external forum facilitator who were considered non-participants in the study. Of the 15 participants, 10 (66.6%) responded to the survey (five were female).
The survey respondents' duration of experience in aged care sector ranged between 1 and 40 years (median 17.5, IQR 9-30). Of the nine participants who self-reported their profession, these were as follows: manager (n = 3), nurse (n = 2), geriatric psychiatrist (n = 1), academic (n = 1), consumer advocate (n = 1) and retired (n = 1).
| Recommendations overview
Fifteen recommendations to prevent the use of physical restraints were finalised following Forum 2. Six were to achieve a restraint-free environment; five related to the use of restraint when there are no viable alternatives; and four concerned the reporting processes of physical restraint use and adverse events. The full text of the 15 recommendations is shown in Table 1 , and the process of recommendation development is shown in Table 2 . The final set of recommendations were also emailed to over 300 agencies and individuals with an interest in the care of nursing home residents and opened for public consultation over a two-month period. The complete report presenting the rationale and barriers to implementation of each recommendation was published in November 2017. This communication summarises the key recommendations ranked by participants as being the most important for implementation.
| Prioritised recommendations
The three most important recommendations for implementation, ranked out of a maximum weighted total of 30 (Table S3) , were as follows:
1. Rec 1.1 Single definition be mandated describing physical restraint (weighted total = 15).
2. Rec 2.4 Use of physical restraint acts as a trigger for mandatory referral to a specialist aged care team (weighted total = 13).
3. Rec 1.6 Nursing home staff profile and competencies are appropriate to meet the complex needs of residents with dementia and obviate the need to apply physical restraint (weighted total = 10). The majority of survey participants (80%) "agreed" or "strongly agreed" a universal definition will contribute to reducing physical restraint use; and that this recommendation will contribute to improved care provision in nursing homes. All participants supported this recommendation in principle and 70% either "agreed" or "strongly agreed" this recommendation is capable of being implemented in an effective manner (Table S4) .
Half (50%) of participants believed the timeframe for implementation would be 1-3 years. The group most commonly selected as responsible for implementation of this recommendation was regulatory and professional bodies (Table S4 ).
| Recommendation 2: Mandatory specialist referral (2.2)
That the use of physical restraint on a nursing home resident should prompt mandatory referral to a specialist aged care team was prioritised as the second most important recommendation for implementation. The aim of specialist team input is to review the resident's care plan and subsequently develop management strategies that do not involve the use of physical restraints. One participant stated, "specialist input would legitimize the request for restraint" as participants felt that physical restraint is often utilised as a "convenience rather than a necessity." Participants expressed that behavioural disturbances can often be managed pharmacologically or by attending to unmet needs of the resident.
All participants either "strongly agreed" or "agreed" that they supported the recommendation in principle and that this recommendation is supported by scientific evidence or professional consensus.
Majority of participants (77%) at least agreed that this recommendation is capable of being implemented and that doing so would contribute to a reduction in physical restraint use.
Less than half of participants (44%) believed this recommendation could be implemented within 12 months, with remainder or participants selecting 1-3 years (33%) or 3-5 years (22%). The group most commonly selected as responsible for implementation of this recommendation was aged care providers (Table S4) .
| Recommendation 3: appropriate staff profiles (1.6)
That the nursing home staff profile and competencies are appropriate to meet the increasingly complex needs of residents with dementia was prioritised as the third most important recommendation for implementation. One participant stated, "this recommendation not only benefits residents by reducing restraint, but also minimizes stress and guilty on staff by providing them with alternate options to TA B L E 1 List of final recommendations developed through expert and stakeholder consultation forums That there is a single definition of physical restraint that is legislated so it is used universally to ensure a common understanding between aged care, health care professionals and providers about when physical restraint policy and protocols should apply 1.2. That nursing homes should focus on and be supported in, sustaining a person-centered care approach that respects the human rights of each resident
1.3.
That policies and practice reflect that any behavioural symptoms exhibited by residents with dementia should act as a trigger for direct care staff to assess and consider whether there are any unmet needs of the resident 1.4. That the construction of new nursing homes adhere to specific building guidelines about structural design to promote a dementia-enabling environment; and that any refurbishment of existing homes also adhere to such guidelines 1.5. That any clinical handover between health and aged care providers follow a standardized approach to ensure optimal communication that enables an effective multidisciplinary approach to manage residents with dementia That a national, systematic and coordinated approach be taken to improve identification, investigation, analysis and reporting of adverse events involving physical restraints among nursing home residents
3.2.
At the time consent is obtained, residents and family members should be provided with education about how and where to lodge any concerns and complaints related to the use of physical restraint
3.3.
That a national standardized and, co-ordinated approach to the investigation of all deaths of a nursing home resident while in a physical restraint is required
3.4
That if a resident dies within seven days of being in any form of physical restraint, that this triggers investigation into the cause of death restraint." Participants also expressed that some form of dementia specific training should be mandatory in staff training.
The majority of participants (90%) either "strongly agreed"
or "agreed" that this recommendation is supported by evidence and that it would contribute to improved care provision for nursing home residents. All participants either "strongly agreed" or "agreed" that they support this recommendation in principle, however the majority (60%) were "neutral/not sure" that this recommendation is capable of being implemented in an effective manner.
Half of the participants (50%) selected 3-5 years as the timeframe for the recommendation to be implemented. Two participants (20%) selected that this recommendation is not capable of being implemented at all. The group most commonly selected being responsible for implementation of this recommendation was aged care providers (Table S4) .
| D ISCUSS I ON
Expert and key stakeholders developed 15 recommendations to introduce initiatives at the national policy level as well as at the carerresident level in the nursing home. Three were determined as high priority. The need for a "universally legislated definition" was ranked as the most important recommendation to be implemented. This was somewhat surprising because past studies examining the reduction of restraint use have focused predominantly on nursing staffs' attitudes and perceptions towards restraints (Hamers, 2015) as well as viable alternatives to physical restraint (Bleijlevens et al., 2016) .
Internationally, there are widely accepted definitions of physical restraint. In Australia, there is not a single legislated national definition, and thus in nursing homes, this creates variation in how the term is interpreted. It is preferable that nursing homes be required to use the same definition of physical restraint. Without a standard national definition, accurately reporting the use of physical restraints will always be problematic. Bleijlevens et al. (2016) support the importance and feasibility of implementing a legislated definition of physical restraint. They report that an internationally accepted definition of physical restraint would not only allow nursing home staff to more accurately understand when restraint policies should apply, but would also benefit clinical research by facilitating consistent comparisons between studies (Bleijlevens et al., 2016) .
The recommendation ranked second was the "use of physical restraint to act as a trigger to mandatory referral to a specialist aged care team." One of the reasons that physical restraints are applied is to manage impulsive behaviours, including behavioural and psychological symptoms of dementia (BPSD) (Foebel, Graziano Onder, & Finne-Soveri, 2016 ). Residents exhibiting BPSD should be referred to a specialist aged care team for assessment and subsequent development of management strategies that do not involve the use of physical restraints. Such strategies do exist, with evidence that the careful and judicious use of antipsychotics is appropriate for BPSD management (Azermai et al., 2012) as are non-pharmacological interventions that aim to address the unmet needs of residents such as "That staff profiles and competencies be appropriate to meet the needs of residents with dementia" was the third most important recommendation. Given that staff education and training was predominant among the major themes that emerged in Forum 1, it was not surprising that this recommendation was so highly ranked. Most participants considered this recommendation was supported by evidence; however, a recent Cochrane Review evaluating interventions to reduce physical restraint use did not find convincing evidence for the efficacy of educational approaches alone .
Despite evidence that education of staff alone is not effective, it may have merit when used in conjunction with a multicomponent approach. Köpke Mühlhauser and Gerlach (2012) demonstrated a 6.5% reduction in physical restraint use within nursing homes after 6 months postimplementing both a detailed guideline and theorybased multicomponent interventions.
| Strengths and limitations
To our knowledge, this is the first set of recommendations generated for the prevention of physical restraint use in aged care services in Australia. These recommendations add new value to research into physical restraint as they are context-specific and generalisable internationally.
This study used a recognised method to allow for a broad range of ideas to be generated, and data saturation was achieved.
Participants were purposively sampled to ensure a diverse range of backgrounds, and views were represented; however, the potential for selection bias cannot be excluded.
This study assessed perceived feasibility for implementation of the recommendations. This is perhaps the most important factor to consider when new recommendations are developed. For any intervention to be worthy of testing for efficacy, it must first be considered feasible (Bowen et al., 2009 ). The top two ranked recommendations scored more highly than the others on being capable of implementation.
The national data about use of restraint provided to stakeholders prior to the forum included situations where only deaths had occurred due to physical restraint. Given this most severe and dramatic outcome, it may have influenced their prioritisation and the nature of the recommendations. For example, the stakeholders may have been more ready to mandate and select more extreme interventions in an effort to address the issue than if presented with situations where restraint use had resulted in less visible and minimal physical harm.
Future studies should continue to investigate the specific individual components of feasibility such as acceptability, practicality, demand and integration (Bowen et al., 2009) . The ultimate test is trialling the recommendations in practice to determine whether implementation does reduce harm. It is encouraging that internationally some countries are well advanced in reducing restraint use in comparison with Australia. It is essential that those with successful experiences publish and promote this to assist others to attain these same advances.
| Implications and conclusions
Implementation of these recommendations may assist nursing home staff, providers and policy makers to deliver improved care to patients more aligned with contemporary views of human rights. Although new recommendations do not automatically lead to change in practice, they are valuable because they could be translated into policy or care standards that are monitored and enforced. The next step is to test the efficacy of the interventions in a research setting (Bugeja, McClure, Ozanne-Smith, & Ibrahim, 2011) followed by the arduous task of implementation. This process begins with the effective communication between researchers and practitioners (Bugeja et al., 2011) .
ACK N OWLED G EM ENTS
The authors wish to thank Jane Boag and the Victorian Managed Insurance Authority (VMIA) for their contributions in facilitating and hosting the expert and stakeholder forums. Also thanks to Briony
Murphy and Marta WOOLFORD for advice on this paper and pilot testing the survey.
CO N FLI C T O F I NTE R E S T
The authors have no potential financial or personal interest that may constitute a source of bias.
IMPLICATIONS FOR PRACTICE
• Implementation of these recommendations may assist nursing home staff, providers and policy makers to deliver improved care that is more aligned with contemporary views of human rights.
• New recommendations valuable because they could be translated into policy and care standards that are monitored and enforced.
